Health care systems in England and the United States are under similar pressures to provide higher quality, more efficient care in the face of aging populations, increasing care complexity, and rising costs. In 2010 and 2011, major strategic reports were published in the two countries with recommendations for how to strengthen their respective nursing workforces to address these challenges. In England, it was the 2010 report of the Prime Minister's Commission on the Future of Nursing and Midwifery, Front Line Care: The Future of Nursing and Midwifery in England. In the United States, it was the Institute of Medicine's report The Future of Nursing: Leading Change, Advancing Health. The authors of both reports recommended shifting entry level nursing education to the baccalaureate degree and building capacity within their educational systems to prepare nurses as leaders, educators, and researchers. This article will explore how, with contrasting degrees of success, the nursing education systems in the United States and England have responded to these recommendations and examine how different regulatory and funding structures have hindered or enabled these efforts.
In 2010 and 2011, major reports were published in England and the United States calling for robust investment in nursing education as a key strategy to strengthen nurse workforces and improve health care systems. In England, it was the Prime Minister's Commission on the Future of Nursing and Midwifery in England's (2010) report Front Line Care: The Future of Nursing and Midwifery in England, and in the United States, it was the Institute of Medicine's (IOM, 2011) report The Future of Nursing: Leading Change, Advancing Health. The authors of both reports, recognizing the need to prepare their workforces to address the growing complexities of health care, advocated shifting entry level nursing education to the baccalaureate degree, and building capacity within their educational systems to prepare nurses as leaders, educators, and researchers. Despite the similar recommendations, national responses to these two reports have been quite different. England has now transitioned to the baccalaureate degree requirement for entry to practice, but its government-controlled education system continues to struggle with budgetary constraints and actually cut nurse training places in the years following the Front Line Care report, contributing to a severe ongoing nurse shortage (Migration Advisory Committee, 2016) . The United States, by contrast, has not fully transitioned to the baccalaureate degree. However, the Future of Nursing report added momentum to an already significant growth trend in baccalaureate graduates that started in the early to mid-2000s and was driven largely by private market forces (Buerhaus, Auerbach, & Staiger, 2014 . The contrast in national responses to these two reports provides an informative lesson for how the structure of a country's nursing education system affects capacity to build and strengthen nurse workforces. This article reviews background and context for the Front Line Care and Future of Nursing reports, examines major actions that have taken place in the two countries following the reports, and considers future implications for nursing policy and practice.
Methods
The article is based on a review of reports, policy papers, and other materials from government sources, advisory groups, and professional associations in England and the United States. Documents were found through online searches and citation mining of other reports, policy papers, and news articles. In addition, websites of key stakeholders such as the National Health Service (NHS) in England, the Royal College of Nursing (RCN), and the American Association of Colleges of Nursing (AACN) were searched. To supplement these primary sources, a literature search of PubMed was done using the following terms: nurse, staffing, education, bachelor of science, baccalaureate, workforce, shortage, Brexit, Affordable Care Act (ACA), and health reform. Lay press articles were also reviewed to understand contemporary public responses to some of the issues discussed. The period of analysis for this article is primarily from 2010 to 2017; however, historical events are referenced as necessary to provide background and context.
Background and Context

Overview of Nursing Education in England and the United States
England. To appreciate the recommendations of the Future of Nursing and Front Line Care reports, one must first understand some basic differences in nursing education between the two countries (see Table 1 ). In England, the Nursing and Midwifery Council, an independent regulatory body, sets education and training standards, as well as oversees licensure for the entire country. When Front Line Care was published in March 2010, two educational tracks were approved for entry to practice: the baccalaureate degree and diploma. In September 2010, the Nursing and Midwifery Council updated its education standards to require the baccalaureate degree for new nurses as of 2013.
Nursing education is publicly controlled and funded by Health Education England, a division of the country's Department of Health that is closely aligned with the NHS. This centrally controlled nursing education system supports the NHS where 81% of all English (NHS Digital, 2017) . Nurses outside the NHS work in private, charity, or other public sectors (RCN, 2016a) .
Until August 2017, all English nursing students received non means tested NHS bursary funding to pay for tuition and fees at educational institutions approved by the Nursing and Midwifery Council. Health Education England determines capacity for this publicly funded system by setting the number of training places commissioned each year. This annual cap on training places has been a major limiting factor to increasing nursing graduates to boost supply (Migration Advisory Committee, 2016; RCN, 2016a) . As of August 2017, in an effort to eliminate the cap and increase enrollment capacity for schools, Health Education England and the NHS replaced the bursaries (subsidies) with a student loan program (Department of Health, 2016) . Implications of this decision are discussed later.
United States. In the United States, nursing education and licensure are regulated at the state level by state boards of nursing. As of 2016, approximately 2.9 million registered nurses worked in the country across an array of private and public hospitals and other clinical settings (Bureau of Labor Statistics, 2016). Three major education pathways are approved for entry to practice: baccalaureate degree, associate degree, and diploma. Students must graduate from a Board of Nursing-approved education program in order to qualify to take the NCLEX-RN, the national licensure exam for registered nurses. Most schools also voluntarily apply for accreditation from one of the U.S. Department of Education's approved accrediting agencies in order to demonstrate commitment to high-quality standards and be eligible for federal student financial aid programs (U.S. Department of Education, 2017).
Federal funding for undergraduate nursing education is available through two primary funding streams: Title IV of the Higher Education Act of 1965 (2008) (AACN, 2015b) . According to a 2012-2013 survey done by the AACN, 75.8% of undergraduate nursing students relied on federal funding to cover at least part of their education costs, while the remainder of costs were covered through private loans, personal or family income, private scholarships, employer tuition support, or other sources (AACN, 2013) . This decentralized system of funding and regulation of nursing education is substantially different from the English system. It is also reflective of the decentralized, mixed private-public structures of the U.S. health care system overall. There is no national body that sets enrollment capacity for nursing schools based on central budgetary constraints, as there is in England. The primary obstacles limiting capacity for increasing enrollment in nursing schools are faculty shortages and lack of clinical placements (National League for Nursing, 2016). While the U.S. nursing educational system has more flexibility to expand to meet demand than its English counterpart, its complicated financial and regulatory structures have historically served as barriers to unified national workforce planning (Ricketts & Fraher, 2013) .
Evidence and Changing Demand for Nurses
The Future of Nursing and Front Line Care recommendations were based on a large body of evidence which has shown that patients fare better when nurses are educated at the baccalaureate level (Aiken, Clarke, Cheung, Sloane, & Silber, 2003; , Kutney, Sloane, & Aiken, 2013 Yakusheva, Lindrooth, & Weiss, 2014) and present in clinical settings in sufficient numbers (Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Kane, Shamliyan, Mueller, Duval, & Wilt, 2007; Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 2002; Needleman et al., 2011; Rafferty et al., 2007) . The reports came at a time of major debates in both England and the United States over how best to reform health care systems to address growing costs, aging populations, and increasing patient complexity. These health care reform efforts have significantly changed demand for nurses, who now must take on greater roles in population health, care coordination, disease prevention, health promotion, and interprofessional collaboration (Fraher, Spetz, & Naylor, 2015; RCN, 2015a) .
In the United States, the ACA was passed in 2010. The law expanded Medicaid and created federal and state-subsidized individual insurance marketplaces to reduce the number of uninsured. It also created new payment and care delivery models, such as accountable care organizations, and contained many measures to reward health care organizations for quality (Kocher, Emanuel, & DeParle, 2010) . These initiatives increased the population of Americans seeking care and stimulated changes in health care systems to emphasize quality and value.
Around the same time the ACA was being debated in the United States, policymakers, NHS leaders, and advocacy groups in England were discussing how to better integrate health care and social services to accommodate the increasingly complex needs of patients (Department of Health, 2013) . This led to the NHS creating the National Collaboration for Integrated Care and Support in 2013 and designating several pioneer sites to test new integrated care delivery models (NHS England, 2015a) . As in the United States, these reform efforts have increased the need for nurses to assume enhanced roles and strengthen their abilities to collaborate within team-based care models (Department of Health, 2013; Ricketts & Fraher, 2013) .
England: Front Line Care Report Report and Response
The 2010 Front Line Care report was the final product of the Prime Minister's Commission on the Future of Nursing and Midwifery in England. In it, the Commission supported the move from the diploma to baccalaureate degree as the new standard for entry to practice by 2013. It emphasized the need to support graduate nursing education and increase the number of nursing and midwifery faculty to meet capacity. The report also dealt with strengthening nurse leadership, regulatory issues, nurses' responsibilities to the public, culture change, and addressed the issue of nursing's poor societal image, suggesting a need to counter myths and ''market nursing and midwifery as careers'' (p. 92).
In 2010, the Nursing and Midwifery Council updated its education standards to require all nursing education programs to be at the baccalaureate level as of 2013 (Nursing and Midwifery Council, 2010) . The Department of Health's (2011) response to the Front Line Care report supported the move to the baccalaureate degree but provided no concrete commitment for building capacity within the nursing education system. Anne Milton, Parliamentary Under Secretary of State for Public Health, wrote:
The country is facing very challenging financial times and Front Line Care now has to be read in this new context where funding increases are limited but where expectations of nurses and midwives delivering the very best care remain as high as ever. Much of what we now have to do heralds a change of culture rather than a need for new funding. (Department of Health, 2011, p. 5) Here is where the government's central control over nurse education and thus, supply of nurses, becomes evident. The NHS was hit hard by the 2008-2009 global recession and postrecession period (Appleby, Crawford, & Emmerson, 2009) . In an effort to constrain spending, the NHS decreased nurse staffing and reduced skill mix in several trusts, or health care organizations 
Nursing Shortage and Concerns Over Poor Staffing in the NHS
The nurse vacancy rate in NHS England was 9.4% in 2016, almost twice that of the maximum 5% vacancy recommended by the National Institute for Health and Care Excellence (NICE), an independent body in charge of providing guidance for care quality to the NHS (Migration Advisory Committee, 2016). The government's Migration Advisory Committee has identified the cuts in training places between 2009 and 2013 as a major contributing factor to the current shortage (Migration Advisory Committee, 2016 ). This committee is responsible for determining which occupations qualify for shortages to be given priority for work visas. The United Kingdom's planned withdrawal from the European Union (EU), familiarly known as Brexit, has further threatened nurse supply because of its anticipated impact on EU immigration restrictions. Even before separation occurs, the number of EU nurses newly admitted to the Nursing and Midwifery Council register in the United Kingdom dropped from 9,389 in 2015/2016 to 6,382 in 2016/2017. Moreover, 32% of EU nurses leaving the register reported doing so because of Brexit (Nursing and Midwifery Council, 2017) . In England, EU nurses make up 4.5% of the total nursing workforce, but several NHS trusts employ 10% or more of their nurses from the EU, meaning that those trusts could be particularly vulnerable to staffing shortages (Marangozov, Williams, & Bevan, 2016) .
In 2013, nurse shortages in the NHS gained considerable public attention after the Secretary of State for Health commissioned four independent inquiries to investigate reports of inadequate staffing and poor care across several NHS trusts. The precipitating event was a scandal in which the Mid-Staffordshire Trust was found to have had high mortality rates and many reports of poor care from the late 2000s to early 2010s. The Francis Inquiry (2013) concluded that the causes of these deficiencies included the following: understaffing of nurses, poor work environments, bullying, mistake hiding, and a culture of cost-cutting and target chasing. It also found that nursing skill mixes were being diluted with nonregistered auxiliary staff due to the shortage of registered nurses. Other inquiries followed and found similar findings across multiple hospital trusts in the NHS (Berwick, 2013; Cavendish, 2013; Keogh, 2013) .
Safe Staffing Debates
Following the earlier inquiries, NICE was commissioned with the task of reviewing the evidence around nurse staffing and providing recommendations for different patient areas in the NHS. It published staffing guidelines for adult acute wards in July 2014 and maternity settings in February 2015. With both sets of guidelines, NICE stopped short of recommending minimum nurse-topatient ratios across the board but instead provided formulae and guidance for individual hospitals and units to determine their own staffing needs (NICE, 2014 (NICE, , 2015 . NICE was working on guidelines for emergency, mental health, and community settings, when in June 2015, the Department of Health asked it to suspend its work so that it could be taken over by NHS Improvement, a quality improvement agency within the NHS (NICE, 2016) . This move was criticized by nurse leaders and patient safety groups who feared that, rather than accepting NICE's independent, evidenced-based recommendations, the NHS would dilute the guidelines to avoid having to respond to minimum staffing recommendations that would prove unaffordable (Campbell, 2015; Oliver, 2016) .
NHS Improvement (2016, 2017a, 2017b ) subsequently released staffing improvement tools for mental health, learning disabilities, and community health settings in 2016 and 2017. While the RCN praised these resources as being practical and pragmatic, it also expressed concern that the tools were too generic and lacked the teeth to have significant impact (RCN, 2017a (RCN, , 2017b (RCN, , 2017c . Although nurse staffing in acute wards has improved in response to the Francis report and staffing guidelines, it has been at the expense of cuts in mental health, learning disabilities, community nursing, and senior nurse positions (RCN, 2014 (RCN, , 2016a . This suggests that unless the overall capacity for nurses within the NHS is strengthened, there will always be compromises on safe staffing. While staffing needs are ultimately determined by NHS commissioners and managers at the local level, safe staffing is still contingent on having a secure and stable national supply of nurses. As the RCN argued in its 2013 labor market review, ''local application of staffing tools is irrelevant if there are insufficient nurses, with the right skills, available to be deployed locally'' (p. 5).
Culture Change
Under Secretary Milton's call for ''a change of culture rather than a need for new funding'' (Department of Health, 2011, p. 5) illustrates that the Department of Health prioritized NHS culture change over financial investment in nursing education in response to Front Line Care. This was also evident in Health Education England's cuts in training places for 3 years after the report (RCN, 2015a) . Since 2011, much attention has been focused on building a more caring and compassionate culture in the NHS, but it is unclear how effective these efforts have been. The 2013 Francis Inquiry report suggested that nurses should take an aptitude test prior to licensure ''to explore the candidate's attitude towards caring, compassion, and other necessary professional values'' (p. 77). It also recommended that nurses on an annual basis ''be required to demonstrate their ongoing commitment, compassion, and caring shown towards patients'' (p. 78). The NHS has developed this into a strategic vision called the ''6 Cs ''care, compassion, competence, communication, courage, and commitment (NHS England, 2015b) .
The problem with this strategy is that it places blame on nurses for not being compassionate enough and diverts resources to a questionably effective culture change effort, without addressing the underlying problems of inadequate supply and understaffing. In a study of 12 European countries, English nurses had the highest rates of job-related burnout second only to Greece, which has a health care system in crisis (Aiken, Rafferty, & Sermeus, 2014) . Burnout is a measure of emotional exhaustion and is linked to patient safety outcomes (Laschinger & Leiter, 2006) . Seventy-three percent of nurses surveyed in Aiken, Rafferty, et al.'s (2014) study said that they did not have enough registered nurses on staff to provide quality patient care, and 64% said that they lacked adequate support services to spend time with patients. These findings suggest that a perceived lack of compassion in the NHS is more likely a symptom of an underresourced, overstretched nursing workforce, rather than a deficit in organizational culture.
The United States: The Future of Nursing Report Report and Response
The IOM, in conjunction with the Robert Wood Johnson Foundation (RWJF), released its Future of Nursing report in 2010 and published it in 2011. Its authors called for nurses to play a fundamental role in the transformation of the U.S. health care system. The report contained eight recommendations that included measures to strengthen nursing education and training, remove scope of practice barriers for advanced practice nurses, prepare nurses with the skills needed to take on leadership roles, and improve the quality of health care workforce data. Two of the key recommendations were to increase the proportion of nurses with baccalaureate degrees in the United States from 50% to 80%, and double the number of nurses with doctorates by 2020. For these last two recommendations, the IOM outlined specific steps for accrediting bodies, academic nurse leaders, public and private funders, and employers to take in order to ensure funding, increase enrollment, monitor progress, and increase diversity in the workforce (IOM, 2011) .
Following the release of the IOM report, RWJF and AARP (formerly the American Association of Retired Persons) launched The Future of Nursing: Campaign for Action to oversee implementation of the report's recommendations and monitor progress. The campaign is housed within AARP's Public Policy Institute in the Center to Champion Nursing in America, which was created in 2007 with a $10 million grant from RWJF (Campaign for Action, 2017). It has helped establish action coalitions in every state and the District of Columbia to coordinate work with policymakers, health care professionals, educators, and business leaders (Campaign for Action, 2017). In contrast to Front Line Care, which was government commissioned, the IOM (now called the National Academy of Medicine), AARP, and RWJF are all nongovernmental organizations. Whereas Front Line Care has not received much attention since the initial responses following its publication (Department of Health, 2011; Nursing and Midwifery Council, 2010), AARP and RWJF's private investments have helped the Future of Nursing campaign to endure as an ongoing active strategic framework for workforce planning (IOM, 2015) .
Growth in Baccalaureate Nursing Graduates and Overall Nurse Supply
After a significant nursing shortage in the early 2000s, the number of baccalaureate and associate degree graduates surged from 77,000 in 2002 to just over 200,000 in 2014 (Buerhaus et al., 2016 ). This remarkable turnaround was stimulated by several national recruitment initiatives to promote nursing as a career, slow job recovery in nonhealth care sectors after the 2001 and 2008-2009 recessions, and a growing health care economy (Auerbach, Staiger, Muench, & Buerhaus, 2013) . Still, future projections for nurse supply over the next decade remain mixed due to uncertainty in how emerging models of care will affect demand moving forward, and whether growth in school enrollments will continue at the current pace (Auerbach, Buerhaus, & Staiger, 2015a; Health Resources and Services Administration, 2014) .
Although enrollment has increased in both associate and baccalaureate degree programs, the most dramatic growth has been in the latter. This trend began in the early 2000s and was driven by private market demand from employers preferentially hiring baccalaureate nurses, health care reform efforts (Buerhaus et al., 2016) , and increasing innovation in accelerated and degree-completion programs to attract a wider pool of students (Auerbach et al., 2013) . The Future of Nursing report fueled this growth (Buerhaus et al., 2016) . Baccalaureate programs have steadily increased the number of students accepted, more than doubling from approximately 55,000 in 2005 to 119,000 in 2015 (AACN, 2006 (AACN, , 2015a  Figure 2 ). In 2011, for the first time, the annual number of baccalaureate graduates exceeded the number of associate degree graduates (Buerhaus et al., 2016) .
Despite the growth in baccalaureate nursing graduates, the proportion of nurses with a baccalaureate degree or higher in the workforce overall is still far short of the Future of Nursing goal of 80%. According to Spetz (2017) , 53.2% of nurses in the United States held at least a baccalaureate degree in 2015. However, there is significant variation across the 50 states, ranging from 38.3% in Wyoming to 69.8% in Nebraska. Hence, while there have been substantial improvements in the educational pipeline to prepare nurses with baccalaureate degrees, there is still a considerable way to go to transform the overall U.S. nursing workforce.
The ACA and the 2016 Presidential Election
The ACA heightened demand for jobs in the health care sector (Frogner, Spetz, Parente, & Oberline, 2015) and contained several provisions to support nursing education. Most notable was the reauthorization of the Title As of January 20, 2018, Congress has yet to pass a budget for federal fiscal year 2018, so it is unclear to what degree these programs will be ultimately funded. Legislation with bipartisan support has been introduced in both the Senate and House of Representatives to update and continue funding for Title VIII Nursing Workforce Development programs through fiscal year 2022 (H.R. 959, 2017; S.1109, 2017) . Although the future of Title VIII funding remains unclear, there is no doubt that national political shifts have significant influence over efforts to fund nursing education and workforce development programs.
Implications for Policy and Practice
It is beyond the scope of this article to examine the direct effects of the Front Line Care and Future of Nursing reports on subsequent policies and actions affecting nursing education and workforce planning in England and the United States. Many factors influence policy decisions, and no single report can serve as an ultimate framework. Rather, the goal of this article is to understand factors that have helped or hindered leaders' abilities in the two countries to respond to the similar strategic recommendations in those reports. The comparisons and analyses presented here show that national efforts to transform and strengthen nursing education must be paired with policies to build and maintain a stable domestic supply of nurses. A few key lessons can be learned.
School Enrollment Capacity Is a Key Determinant of Nurse Supply
Nursing school enrollment capacity in both the United States and England is limited by shortages of faculty and clinical placement sites (National League for Nursing, 2016; RCN, 2015b) . In 2013, baccalaureate nursing programs in the United States received 259,150 applications and accepted 104,864, for an acceptance rate of 40.5% (AACN, 2014) . In the United Kingdom that same year, baccalaureate programs received 226,400 applications but accepted 24,700, an acceptance rate of 10.9% (RCN, 2014) .
1 Although these figures are for the United Kingdom overall, England accounted for approximately 80% of the training places in the United Kingdom in 2013 (RCN, 2014) and thus is largely driving this number. While the acceptance rate in the United States is considerably higher, schools in the United States still turned away almost 58,000 qualified applicants in 2013 (AACN, 2015a) .
To build capacity within schools, efforts must continue to support nurses' pursuit of graduate education to become faculty. In the United States, this means that nurses need to push Congress to reauthorize Title VIII Nursing Workforce Development programs, including the Nurse Faculty Loan Program and Advanced Education Nursing grants. The Trump administration has proposed eliminating both of these programs out of ''lack of evidence that they significantly improve the Nation's health workforce'' (Office of Management & Budget, 2017, p. 22) . The National League for Nursing, AACN, state action coalitions, and other professional associations should continue to educate legislators and communicate updates on progress, to prevent such cuts from occurring. Nurses and their professional associations should also advocate for renewal and expansion of the Graduate Nurse Education Demonstration and continued support of the National Institutes of Health, which support PhD education for nurses.
In England, the biggest constraint on enrollment capacity has been Health Education England's centrally imposed annual cap on training places. Despite a surge in the number of applicants to nursing schools during and after the 2008-2009 recession, its publicly funded bursary system could not expand to take advantage of this--instead, Health Education England actually cut training places between 2009 (RCN, 2014 . By contrast, the mixed private-public funding mechanisms that finance nursing education in the United States provided flexibility for schools to expand to accept more students, making the recession and postrecession years a time of significant growth in enrollments (Buerhuas et al., 2014) . To eliminate the annual cap on training places, Health Education England in August 2017 switched from the public bursaries to a student loan system (Department of Health, 2016) . Since the change was first announced in 2015, the Nursing and Midwifery Council has seen an increase in applications from schools applying to become approved education institutions, as well as from schools offering nontraditional programs including part-time pathways, work-based models, and nurse apprenticeships (Nursing and Midwifery Council, 2017) . However, many nurse leaders, educators, and legislators have expressed concern that, rather than boosting enrollments as intended, the move to student loans will deter potential students from entering the nursing profession (House of Commons, 2016) .
Shifting Cost of Education to Students Carries Consequences
Most English nursing graduates work in the NHS, where salaries are already capped. Moreover, there has been no discussion of increasing salaries to offset loan repayment costs (House of Commons, 2016) . Thus, loan repayments could essentially become pay cuts for all new nurses entering the profession. After fairly stable application rates to English university nursing programs in 2015 and 2016, the number of applicants in 2017-the year the student loan system took effect-decreased 23% from 43,800 to 33,810 (Universities and Colleges Admissions Service, 2017; Figure 3 ). This 1 year of application data provides limited evidence, yet, it suggests that the shift to student loans may already be deterring potential applicants.
Nurses in the United States have long relied on student loans to pay for their education, but they are also paid higher salaries than nurses in England, thus offsetting loan repayment costs. As of 2015, nurses in the United States earned on average 30% more than the national wage, whereas nurses in the United Kingdom earned only 10% more than the national average wage (Organisation for Economic Cooperation and Development, 2015) . The United States has also seen more market-based adjustments of nursing salaries in areas of the country with higher costs of living, such as the East and West Coasts (Bureau of Labor Statistics, 2016) . In England, by contrast, costly urban locations like London have faced severe nursing shortages due to nurses being unable to afford the cost of living (RCN London, 2015) . As Health Education England transitions to the student loan system, the NHS Pay Review Body needs to determine how the NHS might respond with regard to nursing wages. The Migration Advisory Committee (2016) identified pay as a ''lever at the disposal of public sector employers to moderate shortages'' (p. 3) and noted that substantial pay increases were used to abate shortages in the late 1990s and early 2000s. But thus far there has been no sign that wage increases are being considered (Migration Advisory Committee, 2016).
Strategic Workforce Planning Must Be Aligned With Funding and Regulatory Mechanisms
The Nursing and Midwifery Council and Health Education England's central regulatory and financial control over England's nursing education system has enabled a smoother transition to the baccalaureate degree than has occurred in the United States. The Nursing and Midwifery Council is the sole body to set education standards in the country, and Health Education England only pays for training at institutions approved by the Nursing and Midwifery Council. However, this achievement has been overshadowed (Francis & Humphreys, 1999) . This policy seems inconsistent with efforts to strengthen the workforce through education and appears to be an attempt to stretch the workforce with less qualified staff. The RCN has expressed concern that this new role is being ''driven by efficiency savings and will result in cheaper, but not necessarily safer or more effective care'' (RCN, 2016b, p. 6). The United States still lags behind England in requiring the baccalaureate degree for entry to practice. In 2017, New York became the first and only state to pass legislation that would require all new registered nurses to obtain a baccalaureate degree within 10 years of initial licensure (S6768, 2017) . This will take effect after a state commission has had time to review and address barriers for entry into baccalaureate nursing programs. In contrast to England, the U.S. nursing educational system functions within a complex regulatory and financial network of state boards of nursing, different accrediting bodies, and many public and private funding sources, making uniform policy implementation difficult. Much of the push toward baccalaureate nursing education in the United States has been driven from the private sector by employers, professional associations, universities, and initiatives from RWJF, AARP, and others. While this has allowed for vital investment in nursing education from outside the global budget constraints of the federal government, it has also contributed to the decentralization of coordinated workforce planning (Ricketts & Fraher, 2013) .
Federal funding mechanisms for nursing education in the United States should support the Future of Nursing strategic recommendations. Medicare still has mandatory funding streams to pay for hospital diploma nursing programs, even though only 2.3% of nursing programs remain at the diploma level (AACN, 2015b) . And, the Department of Education still spends billions of dollars annually supporting associate degree programs with Title IV and Carl D. Perkins funding (Aiken, 2011) . In a labor market where employers preferentially hire baccalaureate nurses, associate degree graduates are at a disadvantage (Auerbach, Buerhaus, & Staiger, 2015b ). Many will return to school for additional education, a burden of both time and money to the individual nurse. Accrediting bodies, schools, professional associations, and legislators need to continue work in modernizing these funding sources to support associate degree and diploma schools in academic progression models to transition to the baccalaureate degree.
Conclusions
Comparisons between England and the United States are useful because they help to illustrate strengths and weaknesses in workforce planning in the two countries. The Future of Nursing and Front Line Care reports were written in response to similar challenges. Health care systems in both England and the United States were and continue to be under growing pressure to improve the quality and efficiency of care in the face of aging populations and increasing care complexity. To meet these challenges, political and nursing leaders in both countries recognized the need to strengthen their nursing workforces by investing in nursing education.
England's centrally controlled, publicly financed nursing education system has transitioned more easily to the baccalaureate degree for entry to practice than the state regulated, public and privately financed education system in the United States. However, the English system has also been more constrained in its capacity to expand to meet rising demand. Mixed private and public funding mechanisms have afforded the U.S. educational system with greater flexibility to grow in size. But this fragmented financing in addition to complex regulatory structures have made uniform transformation to the baccalaureate degree much harder in the United States. In both countries, complex regulatory, economic, and political forces have challenged the abilities of policymakers, educators, health system administrators, and nurse leaders to influence change. A comparative analysis of how these challenges have been faced in the two countries makes one thing clear: that efforts to strengthen the nursing workforce through improvements in education must be aligned with policies to produce and maintain an adequate domestic supply of nurses.
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